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congested  areas  of our  c i t ies,  for  the  reduct ion  of 
the  number  of houses  on the  site,  and  the  int ro-  
duct ion  of a hea l th ie r  env i ronment  free f rom the 
foul emanat ions  wh ich  ar ise  f rom a hudd led  popu-  
lat ion as well  as f rom the smoke s tacks  and  vent i -  
l a t ing  shaf ts  of factor ies.  The  peop le  of 
Eng land 's  c it ies lost  the i r  her i tage  of g reen  fields, 
b lue sky -and  pure  a i r  in the dark  years  of her  
h is tory .  It  is for  you and  your  successors  to re- 
s tore  to them the i r  t reasure .  
Gent lemen!  Eng land  is the  sanest  count ry  in 
the wor ld :  let us make her  the hea l th ies t .  
Average Annual Death-Rates from Continued 
Fevers per Million Persons Living in England and 
Wales; also Leeds, Worked Out per Million for 
Purpose of Comparison. 
England and Wales. Leeds. 
Continued Fevers Continued Fevers 
Years. (chiefly typhoid). Years. (chiefly typhoid). 
1861--1870 ... 885 
1871--1880 ... ~82 . . . . . .  1870--1879 ... 730 
1881--1890 ... 235 . . . . . .  1880-1889 . . .  330 
1891--1895 ... 185 . . . . . .  1890--1894 ... 220 
1896--1900 ... 180 . . . . . .  1895--1899 ... 208 
1901--1905 ... 116 . . . . . . .  1900--1904 ... 164 
1906---1910 ..-. 71 . . . . . .  1905--1909 ... 92 
1911--1915 ... 47 . . . . . .  1910--191~ ... ~6 
1915--1919 ... 24 
Average Annual Death-Rates from Typhoid 
Fever per Million Persons Living in England and 
Wales, also Leeds, worked Out per Million for 
Purpose of Comparison. 
England and Wales. 
Years. Typhoid Fever. ~'ears. 
1871--1875 ... 354 . . . . . .  1870--1879 
1876----1880 ... 278 . . . . . .  1880--1889 
Leeds; 
Typhoid Fever. 
Not available, in- 
eluded with con- 
tinued fevers--for 
rates see table 
above. 
1881--1885 ... 218 
1886---1890 ... 180 
1891--1895 ... 176 . . . . . .  1890--1894 ... 206 
1896---1900 ... 176 . . . . . .  1895--1899 ... 198 
1901--1905 °.. 113 . . . . . .  19~1904 ... 158 
1906---1910 ... 70 . . . . . .  1905--1909 ... 88 
1911--1915 ... 4~7 . . . . . .  1910--1914 ... 46 
1915--1919 ... 24 
S ix ty -s ix th  Annua l  Repor t  of the  Reg is t ra r -  
Genera l  for Scot land ,  1920, fo rmer ly  pub l i shed  at  
~g2 17s. 6d., has  now been reduced in pr ice to £1  
10s. (post  f ree ~1 10s. 9d.). Cop ies  are  obta in -  
able th rough any  bookse l le r  or  d i rect ly  f rom H.M.  
S ta t ionery  Office, 23, For th  St reet ,  Ed inburgh .  
THE ANTI -TUBERCULOSIS  CAMPAIGN.  ~ 
SOME CRIT IC ISMS AND SUGGEST IONS.  
BY 
P. HEFFERNAN i B .A . ,  M .B . ,  Ma jor  I .M .S .  (Ret . ) ,  
D is t r ic t  Tubercu los i s  Officer, Derbysh i re .  
(Abr idged. )  
I th ink  we are  all w i l l ing to confess  that ,  in the  
past ,  our  v iews on the tubercu los i s  p rob lem were  
too  short .  So to speak,  we s tood  too near  the  
ind iv idua l  t rees  to be able to fo rm any  adequate  
concept ion  of the  extent  of the wood.  We 
at tempted  to  deal  w i th  what  is, when all is said, a 
b io log ica l  p rob lem,  as if it were  a s imple  ar i th -  
met ica l  one ;  we wor r ied - -perhaps  over  much- -  
about  the tuberc le  baci l lus,  and  not  enough about  
the cond i t ions  wh ich  ~ire necessary  for  its patho-  
gen ic  ac t iv i ty ;  we concent ra ted  on the  d iagnos is  
and  t reatment  of ind iv idua l  cases whi le  neg lec t ing  
the  causes  wh ich  brought  these  cases about  ; and,  
to come f rom the  genera l  to the par t i cu lar ,  I fear  
that  we are  not  mak ing ,  even  now,  as much use as  
we might  of cer ta in  faci l i t ies a t  our  d isposal ,  such 
as (i.) our  sanator ia ,  and  (it.) our  school  med ica l  
service.  
The  fo l low ing  prov is iona l  c lass i f icat ion of pul-  
monary  tubercu los i s  is an  endeavour ,  however  in- 
adequate ,  to get  a l i tt le b i t  fa r ther  back  into  the  
or ig ins  of the  d isease  than  is usual ly a t tempted .  
For  I th ink  we are  all get t ing  a l i t t le t i redand a 
l i t t le impat ient  w i th  the manner  in wh ich  the  
fundamenta l  p rob lems in  tubercu los i s  in fect ion are  
be ing  ignored  or g lossed  over ,  and  very  wear ied  
w i th  the obscurant i s ts  w'ho tell  us that  when they 
have  said "Tubercu los i s  is an  in fect ious  disease," 
the  last  word  has  been said on the subject .  
There  are,  no doubt ,  many who wil l  say that  
th is  c lass i f icat ion runs  ahead of the  fac ts - - that  is, 
a f te r  all, a mat ter  of op in ion.  But  even  if we 
admi t  that  there  may be weak  l inks  in the  cha in  
of proof ,  I wou ld  stil l  ma inta in  that  it is bet ter  
that  such  a c lass i f icat ion shou ld  be a t tempted ,  
even though prov is iona l ly  and  inadequate ly ,  than  
that  the who le  ~ case  shou ld  be a l lowed to go  by 
defaul t ,  as if i td idn ' t  mat ter  a t  a l l ;  as if the  de-  
ve lopment  of tubercu los i s  in fect ion  and  its epi- 
demio logy  did not  const i tu te  one of the  most  
impor tant ,  as well  as one of the  most  elusive,  and  
"~A Paper read before the Tuberculosis Sub-Group of the 
Society of Medical Officers of Health (Midland Branch), at 
Derby on February 18th, 1922. 
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fascinating problems that medical science has been 
called upon to solve. 
PULMONARY TUBERCULOSIS. 
I. Primary (or Aerogenous). 
Pneumonic. 
Catarrhal. 
II. Secondary. 
(a) Haematogenous. 
Miliary. 
Apical. 
Pteuritis. 
(b) Lymphagenous and Mixed. 
" Tubercutose Ganglio-Pulmonaire of
Children. 
Hilus Tuberculosis of Adults. 
There is, of course, nothing original in tiffs 
classification. But I have never seen it put on 
paper in tabular form. 
It is an attempt to classify all forms of pul- 
monary tuberculosis according to the routes by 
which the tuberculous infection reached the part 
of the lung tissue in which it established the 
disease. In the Primary (or Aerogenous) variety 
the bacilli are considered to have established them- 
selves from the inspired air on the walls of the air 
vesicles or bronehiolesfl In the Secondary varie- 
ties the bacilli, whether originally inhaled or 
swallowed, were carried to the lungs in the blood 
stream '2by the pulmonary circulation or possibly, 
in certain cases, through lymphatics. In the 
former event the presumption is that they were 
brought o rest in the capillaries of certain special 
localities where on account of certain special 
mechanical or physiological peculiarities the 
bacilli were filtered off and established themselves. 
The localities referred to are--the pulmonary 
apices, the inter-lobar clefts, the sub-pleural 
tissue, in fact, all the usual sites at which we find 
the early lesions in chronic pulmonary tubercu- 
losis. 
One must not, of course, forget that there is 
also the small bronchial circulation, by which the 
twigs of the bronchial arteries carry arterial blood 
from the general circulation to the peri-bronehial 
tissue. Bacilli may be carried by these vessels in 
cases of generalised bacillaemia, but there is no 
evidence that such is a frequent cause of a local 
pulmonary infection. 
For many years after the discovery of the 
tubercle bacillus it was tacitly assumed that pul- 
monary tuberculosis invariably arose through the 
deposition of tubercle bacilli on the walls of the 
apical air cells and bronchiolesl--this despite the 
fact that in other microbic lung diseases uch as 
lobar pnuemonia, septic pneumonia, pneumoniC 
plague, actinomycosis, abscess, etc., in which the 
process undoubtedly begins in the air tubes and 
vesicles, tile basal and central parts of the lungs 
are those usually infected. If we spray tubercle 
bacilli into the air of a room, the bacilli gradually 
settle on the floor, but we were taught hat, in pul- 
monary tuberculosis the ordinary taw of gravita- 
tion was in some mysterious way reversed; and 
that in the lungs the tubercle bacilli settled, so to 
speak, on the ceiling! All sorts of explanations 
were offered for this phenomenon. But some 
Saddueees like Cornet, and later Calmette, 
Pottenger, etc., were not convinced, and now evi- 
dence is accumulating to show" that aftei: all the 
miracle does not happen--that air-borne tubercle 
bacilli do not limit their settlement, as a rule, to 
the pulmonary apices, but that the bacilli, whether 
inhaled or ingested, which set up limited apical 
disease, find their way to the apices in the blood 
streamfl 
It is doubtful whether bacilli can be carried to 
the lung tissue directly by the lymphatic vessels. '~ 
Obviously tuberculosis of the hilus lymph glands 
is usually secondary--as Prof. Gohn has demon- 
strated--to a lesion tov3ards the periphery of the 
lung, and therefore to a previous haematogenous 
or aerogenous pulmonary implantation. On the 
other hand, it is coi~ceivable that the hilus glands, 
or the peribronchiaI tissue, might be directly in- 
fected with bacilli phagocyted from the tracheal 
and bronchial mucous membrane, or possibly from 
the tonsils; and from the hilus glands th e neigh- 
bouring area of lung slowly involved by inflamma- 
tion spreading by direct continuity, or reversed 
lymphatic flow. We could thus admit the possi- 
bility of hilus tuberculosis occurring without the 
necessity of a previous lesion in the periphery of 
the lung. Hilus tuberculosis in the adult is be- 
lieved by some to be a recrudescence of a condition 
established in chffdhood, but this is not necessarily 
the case. 
In the last edition of his book on the early diag- 
nosis of tubercle, Dr. Clive Riviere gives us an 
eloquent description of hilus tuberculosis of 
adults. He points out its benign course, the fact 
that it extends with extreme slowness, that it 
rarely kills its victim, but, on the other hand, it is 
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rarely cured. Once established, it smoulders for 
years, or even through a lifetime, often disguised 
as cardiac inadequacy, a chronic bronchitis, or a 
bronchial asthma; often entirely unrecognised. ,A 
facile diagnosis of chronic bronchitis, asthma, or 
cardiac weakness is made. The condition is 
found to respond to vaccines of pneumo- and 
micro-cocci, etc., i .e . ,  the secondary organisms 
present, and no suspicion arises as to the "where- 
fore of the why."  Sometimes we get a diagnosis 
of chronic bronchitis with secondary tubercle im- 
plantation, when the true condition is probably the 
other way about - -a  secondary bronchitis slowly 
developing on top of an old benign hilus tubercu- 
losis. ~ 
Of course, the origin of all secondary tubercu- 
losis infection, pulmonary and general, is in the 
lymphatic system. As Pottenger points out, 
tuberc!alosis is essentially a lymphatic disease. 
When tubercle bacilli are deposited on a mucous 
membrane, whether alimentary, respiratory, or 
other, they are ordinarily swept away in the mucus 
discharge. If not, and if the mass or virulence 
of the infective material is not overwhelming, they 
are quickly phagocyted through the mucous mem- 
brane into the subjacent lymphatics, whence they 
may,  at any future date, find their way into the 
blood stream i should the glandular barrier give 
Way. 5 Hence we have the seeming paradox that, 
although the infection is mainly an air-borne one, 
the lungs are comparatively rarely infected 
directly from the air. 
Various observers have found tubercle bacilli 
ih the tonsils removed from children. In the in- 
vestigations made at the Derby County Labora- 
tory, by Dr. S. M. Ross, morphological T.B. were 
found in 4:7 of 137 tonsils enucleated. In none of 
the Derby cases did the tonsils show naked eye 
tuberculous lesions; the bacilli appeared to be 
merely en rotate to their internment camps in the 
lymphatic glands. Some, no doubt, would have 
found their way through the glands to the blood 
stream to set up the tuberculous baciUaemia which 
Professor Calmette tells us is so common in chil- 
dren, 6 and would finally come to rest in the pul- 
monary filter and set up the beginnings of pul- 
monary tuberculosis. Much tells us that when a 
massive focus o f  tubercle bursts into a blood 
vessel the majority of the bacilli are filtered off by 
the lungs. 
Without gett ing too deeply into the labyrinth of 
sensitisation and immunity, one may say with 
some confidence that the following provisional 
conclusions are justified : - -  
1, Primary Aerogenous pulmonary tuberculosis 
is now of comparatively uncommon occurrence 
amongst adults of the white or immunised races. 
It appears to become more uncommon every day. 
When it occurs it is found in infants, or in adults 
in rural rather than urban districts, who have been 
subiected to intense and massive infection, and 
who for some reason are of low resistance or have 
acquired no immunity. It is still the type of pul- 
monary tuberculosis met with in certain uncon- 
taminated races, e.g . ,  American Indians, Ngroes, 
North and West  Africans, the Kalamucks of the 
Caspian, etc., when brought into contact with in~ 
fected peoples, as was shown in the case of certain 
coloured troops in the late war. 
2. The ordinary type of adult pulmonary tuber- 
culosis that forms, shall we say,  70 per cent. of 
the cases we meet, is the secondary form--de-  
veloping insidiously in young adults at the sites 
so well known to you all, and in middle life and 
later at the hilus and in the peribronchial tissue. 
If any reference need be made to these sites, it 
would be to emphasise the visceral pleura and 
sub-pleural tissue as the sites of early lesions. It 
is quite impossible to set any limit to the time 
w'hich may elapse between the original lymphatic 
infection, and the metastatic deposit in the lungs, 
or to estimate the number of lymphatic infections 
which eventually become pulmonary. It is almost 
as difficult to set a limit to the time between the 
metastatic pulmonary infection and the appear- 
ance of definite symptoms and physical signs re- 
ferable to the lungs. We cannot fix either a 
minimum or a maximum. But every day, as our 
experience accumulates, we find more and more 
cases in which pulmonary disease manifesting 
itself in the third and fourth decades of life is 
associated with a definite exposure to heavy in- 
fection in the first decade; and every day our 
amazement grows at the way in which the hus- 
bands of tuberculosis wives, and the wives of 
tuberculosis husbands fail to develop the disease 
after years of intimate contact. Whether  we like 
it or not, no matter  how much it clashes with our 
preconceived ideas, we have to recognise that 
adult pulmonary tuberculosis, as we now meet it, 
is occasionally a primary lung infection from with- 
out, but more commonly a late development of a 
chronic infection which has existed through half 
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an average l i fet ime; often, veritably,  the end of a 
cradle song. 
There are, of course, masses and masses of 
figures, based on tuberculin reactions and post- 
mortems, which may be quoted to show the pro- 
portion of unrecognised tuberculosis in the com- 
munity. You have heard them over and over 
again : I don' t  propose to inflict them on you. The 
latest I have seen are those quoted by Sir James 
Kingston Fowler,  in his book published in 19~1. 
In over 2,000 autopsies made on British soldiers 
who died of v,,ounds and from other causes in a 
mil itary area in France during the great  war, in 
9.2 per cent. or between 1 in 10 and 1 in 11, gross 
or macroscopic tuberculosis lesions, unrecognised 
before death, were found in the lungs. These 
figures are worth pondering. The lesions were 
obvious to the naked eye and indicated gross 
disease. Presumal~ly, the figures refer to Grade 
A men. They add very positive evidence to that 
already accumulated to show that the total  nun> 
bet of reeognised cases of pulmonary tuberculosis 
is but a small fraction of those whose lungs have 
been: infected. 
Now', if these views are even approximately 
correct, is it not obvious that the batt le against  
tuberculosis has to be fought, and is fought,  not 
only in the case of the obviously ill, but also of 
the apparent ly well ;  that  tuberculous infection 
and the excretion of bacilli over long periods is a 
condition compatible with comparat ively good 
general  health;  that we cannot el iminate tuber- 
culosis by confining ourselves to the clinically 
tuberculosis and their contacts;  and that,  while 
making every" effort to sterifise sources of mas- 
sive and overwhelming infection, we must at the 
same time try to p0putarise the conditions of liv- 
ing in which, and by which, both the risk and the 
virulence of the infection are minimised? And so 
might we not hope to raise the general  health and 
the natural  resistance of the whole community to 
such a d.egree that the ordinary minute and pro- 
tecting doses of tuberculosis infection, which in 
modern conditions are inevitable, and in all prob- 
abil ity desirable, may do good rather than harm;  
may add a specific protection to the natural  re- 
sistance, and may be put to the credit side rather 
than to the debit side of our national health ac- 
count ? 
Looking back over the past twenty years, one 
cannot but regret the harm done by half-baked 
and i l l -dlgested propaganda.  Such a t0-do was 
made about the infectiousness of tuberculosis, 
that a new mental disease, phthisophobea, has be- 
come widespread, on account of which it is now 
practical ly impossible for any person who has 
been to a sanator ium to get  employment,  or to 
achieve a career. The sanator ium was boomed 
as the great  " cure " for Consumpt ion- -nothing 
was said about sanator ium conditions being a 
" preventat ive."  We gross ly underest imated the 
extent to which the disease prevai ls  amongst  the 
community,  we underest imated its duration, and 
we underest imated the time and cost necessary 
for its successful treatment.  
YVe know now that it takes two years, and costs 
anything from ~g500 upwards, to br ing an estab- 
l ished but favourable case of clinical pulmonary 
tubercuiosis to a sat isfactory arrest by sanator imn 
methods. The private sanator ium can do this for 
its wealthy, educated, and persevering pat ients;  
we cannot afford to do it in our State maintained 
sanatoria.  If we could keep our patients for the 
necessary period, the major i ty of them would not 
stay. V~That then can our sanator iums do? The 
answer is that  in the short t ime at their disposal 
they can teach their pat ients how to live and 
maintain themselves assets not liabilities in the 
community, and sources of health rather than of 
infection to their families and friends. In the 
last resort, the justif ication of State sanator ia  is 
the improvement effected in the health of the com- 
muity. 
The influence which the sanator ium is capable 
of exert ing should not be l imited to the patients 
who go for treatment. The non-tuberculous pub- 
lic need instruction as well as the tuberculous. 
Much more use ought to be made of the teaching 
capabil it ies of sanatoria. All medical students 
ought  to attend a sanator ium course, and a know-- 
ledge of sanator ium routine should be an essential 
qualification for the D .P .H .  The junior residen- 
tial posts in sanator ia might well be held by newly 
qualified men of the House Physician type reading 
for a Public Health Diploma, who could stay six 
to twelve months at a small  salary. I hold 
strongly that every person concerned in the edu- 
cation of the young, whether in the primary, 
secondary, public, or professional schools, ought 
to have a course of sanator ium instruction. As 
Professor Leonard Hill says, " All children ought 
to receive the enormous advantages  to their health 
which the open air t reatment gives the tubercu- 
losis cripples at such a place~ for instance, as the 
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Treloar Home . . . .  Our schools must be 
made factories of health, not of disease."z To 
effect his tl:e teachers themselves must be taught. 
This brings me to the second means to our hand 
of which more use might be made, namely, the 
Medical Service of the Schools. 
Does it not seem reasonable and logical that 
every school in the Kingdom, from the infants' 
schools to the universities, should be given the 
advantage of the help of the School Medical Ser- 
vice ? Some time ago I had the privilege of being 
shown over a large and fashionable girls' private 
school. It was a very" handsome school, with 
delightful playing fields, a good gymnasium, a
beautiful chapel. But the ventilation of the 
dormitories was shockingly inadequate. Yet it 
never occurred to the management of that school 
that anything was w.rong. 
It goes without saying that the members of the 
School Medical Service should have special train- 
ing on sanatorium lines, and should work in close 
co-operation with the Tuberculosis Officers. 
There is a case for the amalgamation of the ser- 
vices. The duties of the School Medical Officers 
should not be limited to inspection of the pupils; 
they should advise the management on every de- 
tail of hygienic bearing and aspect. 
These, I believe, are the lines on which in the 
future the anti-tuberculosls campaign will develop 
rather than in concentrating on the unfortunate 
notified consumptive and his entourage. Educa- 
tion is tile key of the situation. Nothing but 
harm will be achieved by force, or repressive l gis- 
lation. It is not so much a question of money as 
of habit. Our appeal must be to the self-respect 
of the people, VVe must mai:e it as " bad form " 
tO have an ill-ventilated house as it is tO be drunk 
in the streets. To do this, we must begin with 
the children. We must teach them, by example 
in the schools, what sanatorium conditions are, 
and, as Principal Jack says; we must make "every 
child a missionary." ~¥e must build up informed 
and balanced public opinion, not by stunts and 
scares in the baser newspapers, but by broad and 
liberal education. In this matter the members 
of the Medical Profession have the opportunity of 
being truly doctors, i . e . ,  teachers, and one looks 
to the Society of Medical Officers of Health for 
a lead in this direction. 
May I, to close, sum up and submit to you in 
condensed form the points I have tried to make : - -  
1. Tuberculosis infection is much more widely 
distributed throughout he community than is 
commonly realised. 
2. The infection is commonly contracted in the 
early years of life, and is, to begin with, confined 
to the lymphatic system. 
3. In rural areas, and amongst primitive 
peoples, direct ~erogenous pulmonary infection, 
followed by acute or sub-acute disease, is still of 
frequent occurrence. 
~. In civitised communities, established tuber- 
culosis in adults is very frequently merely a late 
stage in a chronic tuberculosis infection which 
has existed from ten to thirty years, or even 
longer. 
5. In many individuals the infection remains 
latent, and does not cause obvious disease. 
6. In others, although disease is established, it
i~ of a mild nature, is concealed or disguised by 
secondary developments, and it is not recognlsed 
as essentially tuberculous in character. 
7. We cannot eradicate tuberculosis while we 
confine our efforts to the obviously tuberculous 
and their contacts. 
8. The function of rate-supported sanatoria is 
primarily preventative and educational, second- 
arity the treatment of cases. 
9. Sanatorium teaching should not be confined 
to the tuberculous, but should be available for the 
members of the medical teaching, and ancillary 
professions, and possibly for Ministers of religion. 
Through them it would reach the general public 
and the schools. 
10. Full use should be made of the School 
Medical Service. 
11. Lastly, as up to the present sanatorium 
treatment and the " sanatorium life " have 
proved to be the best prophylaxis, as well as the 
best treatment of tuberculosis, we should adopt 
as Our working principle, until a better is dis- 
covered, the motto, " Every Home a Sana- 
torium." 
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SOCIETY  OF  MEDICAL  OFF ICERS OF  
HEALTH.  
COUNCIL  MEET ING.  
A meeting of the Council was held at the house 
of the Society on  Fr iday,  September 22nd, 1922. 
The President (Dr. "vV. J. Howarth)  was in the 
chair, and there were present:  Lt.-Col. Herbert  
Jones, Drs. Snell, Charles Porter,  Gibbons Ward ,  
Duncan Forbes,  P. CaldwelI Smith, Blackett,  
McMaster,  Woolsey Stocks, Peyton, and Pedtey. 
Messages of apology for absence were received 
from Prof. H. R. Kenwood, Drs. G. F. Buchan, 
A. K. Chalmers,  T. Eustace Hill, Thos. Evans ,
J. T. C. Nash,  G. A. Auden, Wheat ley,  J .  J. 
Buchan, R. A. Lyster, G. H. Pearce, T. W.  N. 
Barlow, Prof. H. Kerr ,  and Lt.-Col. F. E. Fre-  
mantle, M.P.  
Correspondence.--(1) From the Ministry of 
Health and the Ministry of Agriculture,  invit ing 
the Society to nominate a representative to serve 
on the Brit ish Committee of the Wor ld ' s  Dairy 
Congress, to  be held in the United States, in 
October, 1923. Resolved that Dr. T. Eustace 
Hill, President-elect,  be nominated to this Com- 
mittee. 
(2) From the Ministry of Health. 
MINISTRY OF HEALTH~ 
WHITEHALL, S.W.1. 
l l th September, 1922. 
CIRCULAR 325. 
N! R, 
I am directed by the Minister of Health to refer to the 
report and resolution adopted by the Society of Medical 
Officers of Health in regard to the above Circular, a copy 
of which was forwarded with your letter of the 12th 
ultimo. 
It appears to the Minister that the report in question is 
based to some extent upon a misconception of the precise 
purport and scope of the Circular. I am to point out 
that the advice given in the Circular is limited to those 
cases in which a milk vendor has held a good record for a 
number of years and in which, during that period, constant 
tests of his milk have given uniformly satisfactory esults. 
It is only in such cases that the Circular deprecates the 
institution of a prosecution based upon the results of an 
isolated test, 
I am, Sir, 
Your obedient Servant, 
I-I. A. DE MONTMORENCY. 
The Secretary, 
The Society of 
Medical Officers of Health. 
(3) F rom the National Milk Conference, ask ing 
that members of the Society should make early 
application for seats at the Guildhall Conference, 
on October 16th, and two fol lowing days. 
Resolved that the President,  Prof.  John Robert-  
son, Dr. R. Veitch Clark, Cot. Caldwetl Smith, 
and Dr. A. B. McMaster,  be asked to attend as 
official representatives of the Society. 
(4) F rom the Brit ish Medical Association, in- 
v i t ing the Society to nominate a representat ive to
serve on their Insurance Acts Committee for the 
session 1922-23. Resolved that  Dr. YV. J. 
Howarth  be re-elected to this Committee. 
(5) F rom the Central Associat ion for Mental 
Wel fare,  invit ing the Society to elect a representa- 
tive to their Council. Resolved that the School 
Medical Group be asked to submit a nomination. 
(6) F rom the Bread and Food Reform League, 
asking the Society to support certain amendments 
proposed for the Sale of Bread Bill. Resolved 
that this communication be referred to the Food 
Committee for consideration and report. 
(7) From the Manufactur ing Confectioners'  
All iance, referr ing to propaganda in connection 
with dental caries. Resolved that  the Executive 
Secretary should send a suitable reply. 
(8) From the North Wales  Branch of the 
British Medical Association, forwarding resolu- 
tions in favour of public abattoirs ,  and the use of 
Humane Killers. Resolved that the Branch 
be thanked for resolutions which were in accord 
with the approved policy of the Society. 
(9) From the Nestl6 Condensed Milk Co., 
ask ing the Society to support  the movement in 
favour  o f  a standard for Condensed Milk. 
Resolved that the letter be referred to the Foods  
Committee for 'cons iderat ion and report. 
The Gradin K of Milk.--Members drew attention 
to draft  proposals in regard to the grad ing of milk 
to take effect on and after January 1st, t923. It 
was suggested that these draft  proposals had been 
forwarded by the Ministry of Health to var ious 
milk trade organisat ions and other bodies, and 
had been published in the milk trade journals. 
Resolved that the Executive Secretary should 
